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ABSTRACT 

Efforts to prevent mental retardation have been 
encumbered by lack of scientific and technical knowledge, vague 
understanding of incidence and prevalence, and scarcity of resources 
to implement effective public policies. Scientific and social 
progress toward prevention has pursued a waveliJce, erratic course, 
driven primarily by prevailing social, political, and economic 
climates and values* The new morbidity model of mental retardation 
focuses on mental retardation as a symptom or an outcome of 
underlying biological and social causes. Two primary associ-ates of 
subsequent morbidity are povercy and low birthweight. Prenatal care 
is a major factor in improving pregnancy outcome and lowering 
incidence of low birthweight and prematurity. Access to basic 
services should be acsured, including: prenatal, delivery, and 
postnatal care; comprehensive care through age 5; and family planning 
services. Another health problem which is impacted by socioeconomic 
disadvantage is pediatric acquired immune deficiency syndrome. 
Problems associated with the new morbidity have human and economic 
costs which far outweigh the costs of i!ivestxng time and resources in 
research, treatment, and prevention. (JDD) 
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The New Morbidity and the Prevention "^^^ 
of Mental Retardation 



The "new morbidity" encompasses an array of behav- 
ioral, health, and school problems affecting a growing 
number of the nation's children and is strongly influ- 
enced by environmental and social factors, especially 
poverty. It is a focal concern of Kennedy Center Director 
Alfred A. Baumeistcr*, who his addressed this topic in 
numerous academic and public policy forums, including 
testimony before the Congress and the President's Com- 
mittee on Mental Retardation. The new morbidity was the 
subject of Dr. Baumeister's January 1988 presentation in 
the Kennedy Center's Research Colloquia on Human 
Development; portions of those remarks follow. 

^ 

Much of my effort has been devoted to research and 
treatment of children and adults affected by various types 
ofhandicaps, particularly mental retardation. The range 
of scientific, clinical, social, and conceptual problems thus 
encountered has been enormous — an experien • . shared 
by many. The complexity of these problems complicate 
our efforts to address them and necessitate a comprehen- 
sive approach to the problem of developmental disabili- 
ties. Ultimately, we must view the future ^n terms of 
prevention, not cure. 

As one testifies before Congress over the years, con- 
sults with federal and state policy makers, and observes 
first-hand the enduring disabilities that people experi- 
ence, one comes to understand that science and technol- 
ogy are embedded in an overriding constellation of factors 
that generate and moderate public policies. As a scientific 

^ProfeiMr of Pi)who!ogy and Special Education. Vanderbilt University. 
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culture, we purport to seek truth, but revelation of truth 
depends ultimately on moral, not scientific tests, emerging 
from confrontation of values. Those who wish to change 
the course of events must be cognizant of these values. 

While prevention of mental retardation is not new, 
there has been more rhetoric than action. The President's 
Committee on Mental Retardation set a national goal to 
reduce incidence in half by the year 2000. A second 
objective is to reduce the incidence of mental retardation 
associated with ''social disadvantage" to the lowest possible 
level by the end of the century. Several commentators 
have questioned whether these goals are realistic, due to 
lack of scientific and technical knowledge, vague under- 
standing of incidence and prevalence, and scarcity of 
resources to implement effective public policies. While 
these observations may be valid, more fundamental moral 
issues lie at the heart of our collective social inability to 
respond to the call for prevention. The history of mental 
retardation in the U. S. reveals that progress scientific 
A«id social, has pursued a wavelike, erratic course, rather 
than a continuous linear course of accumulation of knowl- 
edge. Public policies are driven primarily by prevailing 
social, political, and economic climates and values. Prog- 
ress has been made in some areas while ground has been 
lost in others. In a recent review of state developmental 
disabilities plans for prevention initiatives, I found that 
budget cuts have forced many states to reduce services and 
to become crisis-onented with respect to implementing 
sei vices. Mrney and planning for large-scale prevention 
efforts are noi. available, 'fact reflected in practically every 
state .developmental disability plan. Less than 2% of our 
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resources is devoted lo primary* prevention. Suppose 
children play near a dangerous cliff and are in great risk 
of falling over, becoming seriously injured. vVe can erect 
a fence at the top, or wc can put an ambulance at the 
bottom. In large measure, as a socict)', wc have opted for 
ambulances, not fences. 

Recently my work has focused on pre' ention within 
the concept of the new morbidity, specifically its associa- 
tion with poverty. In 1975, when Haggerty introduced the 
concept, conditions associated with it were described as 
behavioral and school problems among children and 
adolescents, as well as en\Tronmental risks, personal 
behavior such as drug and alcohol abuse, and accidents. 
We have expanded the concept to develop a model encom- 
passing a wide array of psychosocial problems — adoles- 
cent pregnancy, learning disabilities, chronic health dis- 
orders, psychiatri symptoms, \iolencc, suicide, and oth- 
ers. While none of these problems is new, the increasing 
prevalence of these conditions is alarming. 

Discussions implicating socioeconomic status (SES) 
variables typically i.nply that concern is with mildly men- 
tally handicapped people (about 75% of the retarded 
population). Mild retardation and related disorders seem 
to be strongly linked to social, cultural, and economic 
factors, but so are more severe forms of retardation, as well 
as a variety of other health problems that contribute to 
mental handicaps. If one includes biolcgicalh i elated 
conditions, the association is even stronger. By relying on 
arbitrary and simplistic definitional distinctions, wc hin- 
der efforts to prevent mental retardation and other 
handicapping conditions, (k)mprehensive and multivari- 
ate models of causation must be developed systematically. 

The New Morbidity Model 

The new morbidity model is derived from our multi- 
variate analyses of causes and effects in which mental 
retardation is a symptom or an outcome, among others, of 
underlying biological and social causes. This generalized 
mode! (see Figure 1), for convenience of explanation, 
features poverty and perinatal factors. There is, of course, 
more to the new morbidity model, but low birthweight is 
the primary associate of subsequent mortality and morbid- 
ity. The rriodel depicts salient variables that influence 
occurrence of subsequent morbidity. Portrayal of interac- 
tionsamong variables is important as a means of determin- 
ing which children are at high risk. 

For purposes of clarity of analysis and theoretical 
elaborations, each set of variables has a general label: 
predisposing, (alalytic, resource, proximal, outcome. However, 
conditions occur when a variable will not be as relevant to 
one individual as another or when a variable might better 
be otherwise labeled; e.g., an outC(;me variable such as 



mental letardation could als * be a predisposing variable 
for emotional di*^turban( e, as with certain dually diag- 
nosed indmduals. Ortainly, the categories of \ariables 
operate within a feedback loop. The model's organization 
is intended to begin to identify the most efficacious points 
of preventive intervenuon. 

hedisposing variables are the most obvious targets for 
primary prevention efforts and the focus of many of our 
recommendations, some of which are currently under 
review bv the Administration for policy initiatives. Poverty, 
acting as a catalytic variable, is the link between predisposing 
and rf.vo?/rrf variables. In this sense, poverty, particularly 
when chronic, serves as a catalyst to initiate or i mit the 
operation of other variables, placing many individuals 
within families and many families within communities at 
risk for a varietv' of problems. 

Resource variables include an array of potentially avail- 
able community supports and programs to enhance the 
health and well-being of indi\iduals through education, 
nutrition, and medical services. However, many individu- 
als are unwilling or unable to use these resources. Proxi- 
mal variables are influenced by predisposing, catalytic, 
and resource variables. Because many proximal condi- 
tions are immediate and life-threatening to mother and 
child, expen.sive and long-term medical interventions are 
often required. Negative consequences of proximal 
causes could be lessened or prevented by efforts directed 
at these other classes of variables. 

Severe retardation is sometimes the oulcomeo{ dam?^e 
to the nervous system, brought about by genetic and/ or 
eiuTronmental factors that govern growth, differentia- 
tion, and maturation of neurons and synaptic functioning. 
Independent causal factors for milder disabilities are 
more difTicult to isolate, embedded as they are in a social/ 
cultural base in which subde and complex interactions 
occur. En\ironmental contingencies tend to exacerbate 
biological vulnerability, creating a synergism in which the 
combination of variables is more influential than when 
taken separately. 

Poverty 

To comprehend the relationship between increasing 
morbidity' among oiir children and the social/cultural 
context, it is imperative to examine health and social 
trends. Consider, first, poverty. Between 1979 and 1985, 
the number of peor.e below the povert}' line in the U.S. 
increased by 23%, while the poverty rate for infants and 
children (0 to 17 years) rose almost 31%. Today, 20% of 
our children are in families who fall below the poverty 
level. In 1985, children under 18 years li\Tng in female- 
headed single-parent families fared even worse, with over 
60% in poverty; the rate is almost 70% for those in black 
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female-headed homes. In 1987, we estimate that approxi- 
mately 37 million people in the U.S. are poor. 

Environmental and social factors exert a powerful 
force upon the intellectual, emotional, and physical devel- 
opment of agrowing child. Recently published data show 
that socioeconomic, cultural, environmental, and postna- 
tal influences are stronger determinants of mild to moder- 
ate disability than isolated bion^edical factors. Today, 
more children and adolescents arc suffering from behav- 
ioral problems, chronic conditions, and accidents, than 
from any single organic disease. Between 1980 and 1985, 
childhood mental disorders increased by 108%. Between 
1970 and 1983, homicides among youth, 5 to 24 years, 
increased 6%. Adolescent suicides have risen even* 5 years 
since 1950, now the second leading cause of death among 
teenagers. Among youth, alcohol consumption has in- 
creased by 21 %, marijuana use by 16%, and those who ever 
used cocaine by \%. The leading cause of death of young 
people, 15 to 24 years, is alcohol-related motor \ehicle 
accidents. From 1970 to 1983, the birthrate for unmarried 
teens increased by more than 33%. 

While conditions associated with the new morbidity' 
affect children from all socioeconomic levels, data from 
numerous sources suggest that poor children are 1 1/2 to 
2 times more likely than non-poor children to suffer from 
one or more disabilities. In the case of men lal retardation, 
the risk is 5 times elevated. 

Environments in which economically deprived chil- 
dren develop are less conducive to good physical, social, 
and behavioral development than environments of chil- 



dren iK)l dis<id\antaj^ed. These diffeientes are deep- 
looted, lundameiital, endining, and intergeneratioual. 
As a group, mothers of such children are not well-nour- 
ished. They received less nurturing care as chikhcn. 
Wlien tlie\ ha\e theii own (liildien, thev are younger 
(of ten tetMiagers) and have babies more frequently. When 
pregnant, the general health of a woman at the lower SKS 
rangewill be poorerthan thatof awoman whois betterofl. 
Her fetus will be exposed to greater risk of infection, 
intoxication, and trauma. Prenatal and geneial health 
t aie are less accessible to her, a disadvantage that worsens 
each \t'ar. After birth, babies of such mothers are, on the 
average, smaller for gestational age, more likely to be 
premacure, die more readilv and suddenly, are sicker in 
infancy, suffer a higher rate of accidents, and run a greater 
risk of neglect and abuse. During school years, nutrition 
mav be inadequate, and these children miss school more 
frequently Children born into such circumstances pre- 
sent a higher rate of learning and behavior problems and 
speech diniculties. Poverty is a constellat. n of processes 
cumulatively affecting developmental outcomes over 
time. 



Low Birthweight 

Of all the socially linked factors that influence infant 
mortality and childhood morlyrHit)', low birthweight 
(LBW) is the most significant. The proportion of LBW 
infants ill the U.S. increased from 6.7% in 1984 to 6.8% in 
1985, or a total of 253,554 babies. Black infants are 2 times 
more likely than white infants to be born small. l.BW 
infants are almost 40 times more likely to die during the 
first \ear- LBW infants are 3 times more likely to have 
neurodevdopmental handicaps and the risk increases as 
birthweight decreases. 

St>vera! risk factors are associated with the occurrence 
of l.BW. Demographic risks include low SES, low maternal 
educational level, nonwhite race (particularly Dlack), 
unmarried, and childbearing at the extremes of the repro- 
ductive age span, especially teenage pregnancy. Behav- 
ioral and environnieiital risks include smoking, alcohol 
and othei substance abuse, exposure to various environ- 
mental and work-related teratogens, and stress. Per raps 
the most important risk factor is the mother's failure or 
imwillingness to receive adequate or timelv prenatal care. 
Wlien one reviews these risk factors, an underlying irony 
emerges: the majority of these factors could be controlled 
to some extent. 

One of our studies provides evidence of a causal 
connection between poverty level and birth outcomes. 
The current income level in the U.S. that defines family 
poverty (family of 4) is $10,900. The 50 states vary in the 
extent to which they supplement poor families to bring 
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them up to this Ie\el. We gathered data on each state and 
conelated the average monthh supplement with LBW 
and mfanl mortal it\ The ron rial ions between monihlv 
po\ert\ Ie\el and LBW were -.:")() and -.3") foi whites and 
blacks, respecliveh. The con elat ions between month K 
po\ert\ le\el and postneonatal mortalit\ and infant nior- 
ialil\ were - 45 and -.40, lespet tivelv The o\eiall relation- 
ship is cleai and important; Us sources are mote dihlt ult 
to disentangle. 

Prenatal Care 

Fa idence is o\ei^helming that prenatal care is a maj( .r 
fat lor in improving piegnamx outcome and lowering 
nu idence of LBW and premaiurit\ . This finding is strong 
enough to support a broad national commitment to en- 
suring that all pregnant women, especialK those at medi- 
cal or socioeconomic ri«k, receive subsidized high-qualit\- 
care. Yet recent trends give ri.se for ccmcern. From 1978 
through 1982, for all women, the percentage of babies 
born with late or no prenatal care was 5%. In 1982 there 
was a 1 % increase for both while and black moihers. For 
white moihers this figure went from 4 to 3%, and for black 
mothers from 9 to 10%; for teen mothers the figure is 
almost 12%. In 1985 these figures remain the same and 
so, for the fourth consecutive vear, no progress has been 
made in reducing the number of infants born to mothers 
who receive late oi no prenatal ore. 

Improved prenatal care must be a first step in our 
attempt to impiove the health of infants and children for 
six important re:»sons: 

1 . Prenatal ca e will save thousands of infant lives and 
prevent needless handicaps; 1^% of the major risk factors 
associated with LBW could be detected during the first 
visit and interventions initiated to reduce risks 

2. Teens are more likely to have a 1 .BW infant; m 1984, 
almost 12% of infants born to women under 20 years nad 
late or no prenatal ( are, and foi those under 1 :^ years, the 
figure was 21%. 

3 We can set clear goals and evaluate progress with 
respect to access to prenatal care. 

4. Prenatal care is cost-effective. Between 1978 and 
1990, the nation will spend $2.1 billion on medical care of 
LBW infants during their first year of life. This amount 
could pay for more than 60 millicm Wl(] supplemental 
food packages, prenatal care for over 3 million women, 
maternit)' care (including dehverx costs) for nearlv 
750,000 women, or basic pediatric care for almost 4.2 
million infants and children. 

5. A comprehensive prenatal care program could 
reach teens in school and the community during their first 
pregnancy and could be used to counsel them on how to 



a\oid repeat pregnancies, and to provide semces to re- 
duce subsequent risk 

6. Prenatal cu e can be agreed upon by virtually every- 
one, legardless of political pei suasion, religious beliefs, 
social status, or cultural background. 

Three sets of semces are so imporlaiit to the health 
status of children and pregnant women that access to 
them must be assured in every communit)'. These basic 
semces are (a) prenatal, deliven', and postnatal care; (b) 
comprehensive care through age 5; and (c) family plan- 
ning semces. Substantial challenges that face us include 
racial/ ethnic differentials evident for prenatal care regis- 
tration, low birthweight rates, and maternal and infant 
mortalit}* rates, along with indications that preventive 
health care semces are not universally accessible or 
broadlv used in some geographic areas, and that high-risk 
women and infants in n jed of specialized semces do not 
always receive them. Yet these problems are not intrac- 
table and their solution will pay enormous dividends. The 
place to grow healthy babies is in the womb, and the home, 
not in the neonatal intensive care unit. 



Pediatric AIDS 

With the advent of pediatric AIDS, we confront per- 
haps the most serious childhood disorder in our history. 
The Surgeon CieneraPs Workshop on Children with AIDS 
estimates that by 1991, there will be 10,000 to 20,000 
symptomatic HIV-infected infants and children in the 
U.S., and as many as 3,000 new infantsper year will be born 
HfV' positive. These children show neurologic abnormali- 
ties that include developmental delays, chronic encepha- 
lopathy, seizure disorders, motor dysfunctions, micro- 
cephaly, and cortical atrophy, along with other symptoms. 
By 1991, the in-hospital cost of caring for these infants will 
reach $200 to $300 million. Racial differences are highly 
salient; approximately 57% of reported cases are black 
children, 22% hispanic children, and 20% white children. 
It is estimated that 100,000 women of childbearingageare 
infected with the AIDS viru.s. Perinatal transmission from 
mothers to infants has been esti mated to be as high as 50%. 
Most high-risk women are poor, have little education, and 
live in the inner c\X)\ Many who carry the virus are 
asymptomatic and unaware of the dangers they pose to 
their unborn infants. It is imperative that women in high- 
risk groups and of child-bearing age be given the highest 
pnorit} in terms of locating and idcntif}'ing them, so that 
intensive counseling, education, and testing can take 
place before a pregnancy occurs. If we can reach these 
women and change their behavior, we could virtually 
eliminate pediatric AIDS in this country. Yet once again 
we find th?t socioeconomic disadvantage plays a major 
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role in what is destined to become one of the most 
devastating health concerns of this decade, perhaps of this 
century, impacting on the lives of many mfanis and chil- 
dren, with no known medical solution in sight. 

Problems associated with the new morbidity arc 
complex and profound in their effect on individuals and 
society. If these probk is are left unaddressed and 
unresolved, the costs, both in human and economic terms, 
far outweigh the costs of investing time and resources in 
research, treatment, and prevention. Today, as perhaps 
never before, we are at a crossroad regarding the welfare 
of children. Poverty and disadvantage have taken a ter- 
rible toll and continue to drain the potential from our 
most precious resource. The time is now for us to 
guarantee a healthy and bright future to children and, m 
so doing, to give a gift to ourselves as well. 



Related Readings 

Baumeister, A. A. ( 1987). Effective planning str;itegies to 
prevent mental retardation among socially disadvan- 
taged populations. Proceedings oflhe National Conference 
on State Planning: For the prevention of mental retardation 
and related developmental disalnlities (pp. 107-127). U.S. 
Department of Health and Human Services, Office of 
Human Development Services, President's Commit- 
tee on Mental Retardation. 

Baumeister, A. A. (1988). Prevention and research: 
Behavior aspects. Maximizing the quality of life for 
individuals ivith mental retardation and other deitelopmen- 



tal disabilities, (pp. 44-50). Report to the President: 
President's Committee on Mental Retardation/Twen- 
tieth Anniversary Symposium, U. S. Department of 
Health and Human Services. Office of Human Devel- 
opment Services, U. S. Printing OfTi e. 

Baumeister, A. A., Dokecki, P. R., & Kupstas, F. (in press). 
Prei^enting the **New morbidity**: A guide for state planning 
efforts to prei'ent mental retardation and related disabilities 
associated mth socioeconomic factors. Washington, D. C: 
President's Committee on Mental Retardation. 

Baumeister, A. A., 8c Kupstas, F. (in press). The new 
morbidity: Implications for prevention and ameliora- 
uc A. In D. Morris (Ed.), Combating mental handicap - A 
multtdisciplinary approach Conference conducted at 
University of Hull, England. Londoi.* Taylor 8c 
Francis. 



About RESEARCH PROGRESS 

This series describes research conducted in the John 
F. Kennedy Center, one of twelve national centers for 
research on mental retardation and related aspects of 
human development, and is supported in part by NIH 
Grant No. HD-15052 from the National Institute of Child 
Health and Human Development. 



ERIC 



6 



Office of Information Services 

The John F. Kennedy Center 
Box 40, Peabody College 
Vanderbilt University 
Nashville, Tennessee 372C3 



Address Correction Requested 
Return Postage Guaranteed 



NON-PROFIT ORG. 
V S. POSTAGE 
PAID 
NASHVILLE. TENN. 
PERMIT NO. 1466 



18062 

JEPTHA GREER 
DIR. 

ERIC CLEARINGHOUSE ON 
HANDICAPPED 8. GIFTED CHILDREN 
COUNCIL FOR EXCEPTIONAL CHILDREN 
1920 ASSOCIATION DRIVE 
RESTON VA 22091 



RESEARCH PROGRESS 



John F. Kennedy Center 



Volume VII, Number 1 
August 1988 




